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LETTERS TO THE EDITORS 
Regarding "Saphenous surgery does not correct 
perforator incompetence in the presence of deep 
venous reflux" 
To the Editors: 
We congratulate Stuart and colleagues of Edinburgh 
for their article about the treatment of incompetent per-
forating veins (IPVs) of the calf (J Vasc Surg 1998;28:834-
8). We agree with the Edinburgh group on the observa-
tion that stripping of the saphenous vein combined with 
phlebectomy (or stab avulsion) gives better results in pri-
mary varicose veins than in deep venous insufficiency (eg, 
post-thrombotic syndrome) in the management ofIPVs. 
Phlebectomy, introduced by Mullerl and proposed by 
Bassi2 for eradicating IPVs, can be used to treat IPVs in 
the thigh and calf. We would like to stress the effectiveness 
of this technique, whose mechanism has to be attributed 
to the interruption of IPVs according to studies by Bassi2 
and to our own experience. 
Our experience over many years in this matter supports 
the evidence of the effectiveness of phlebectomy. Between 
January 1997 and June 1998, we consecutively operated 
on 192 limbs for chronic venous insufficiency, excluding 
reoperation for recurrent varicose veins. In this series, 80 
limbs presented IPV s of the calf that were diagnosed with 
clinical examination and duplex scanning investigation. 
Our policy is to treat IPVs with an original subfascial tech-
nique3 if the IPVs are numerous and with phlebectomy if 
there are only one or two IPVs. The latter technique was 
applied in 45 limbs to treat 76 IPVs (Table I) attributed to 
type I (49 of 76, 64.5%) and type II (27 of 76, 35.5%) 
according to the Edinburgh classification. This method was 
applied alone or in combination with stripping of the 
greater (or lesser, or both) saphenous vein. After treatment 
of76 IPVs, reflux was checked 1 month after surgery with 
clinical examination and duplex scanning and was found to 
have disappeared in 69 cases (90.8%). Reflux persisted after 
surgery in seven cases but was treated with the same tech-
nique with local anesthesia on an out-patient basis. After 
surgery, some cases showed minimal dyschromia or dyses- . 
thesia with no clinical importance. In conclusion, the 
results were extremely satisfactory. The technique is simple, 
safe, ana cosmetically sound. 
i 
Therefore, we agree with Stuart and colleagues regard-
ing the effectiveness of phlebectomy (in 80% of the 
Edinburgh group experience and in 90.8% in our experi-
ence) in the treatment ofIPVs for superficial venous insuf-
ficiency, although not all cases are treated successfully. 
What is the cause of failure? We believe that the most 
frequent causes are: (1) anatomic anomaly (eg, bifurcation 
of the outer end of the IPV without recognition of this 
condition); (2) diagnostic error (incorrect identification of 
the IPV site); and (3) error in the surgical technique 
(failed avulsion of the marked outer end of the IPV or 
tearing without avulsion). Failure of this method can be 
easily corrected with sclerotherapy or further stab avulsion 
after the first surgical operation. 
Finally, what are the circumstances that necessitate 
subfascial interruption of IPVs? We make a distinction 
between cases with isolated IPVs and the ones with sever-
al IPVs or with lipodermatosclerosis and ulceration (as 
observed in post-thrombotic syndrome). The latter have 
to be treated effectively only with a subfascial technique. 
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Table I. Distribution and classification of incompetent calf perforating veins treated with phlebectomy 
Sites of valvular incompetence 
Calf perforating vein alone 
Calf perforating vein with greater saphenous vein 
Calf perforating vein with lesser saphenous vein 
C, clinical; E, etiologic; A, anatomic; P, pathologic. 
No. of cases (%) 
27 (35.5) 
47 (61.9) 
2 (2.6) 
CEAP classiftcation4 
C2 or 3, Ep, ASS, PR 
C2 or 3, Ep , AS2 or 3,S, PR 
C2 or 3, Ep , As4,S, PR 
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